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ABSTRACT  
Parapagus dicephalus conjoined twins are rare but severe complication of multigestational pregnancies. Many conjoined twin pregnancies are 
diagnosed before reaching viability. We present a case report of conjoined twins reached term.  A 35-year-old pregnant woman, who had no prenatal 
follow up, delivered conjoined twins at Van Maternity Hospital. The total weight of the fetuses was 4750 g. and they could be alive without advance 
support. Conjoined fetuses can be detected on prenatal screening and ultrasound.  This case reinforces the importance of prenatal follow up. 
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ÖZET 

Miadında Canlı Doğan Parapagus Dicephalus Yapışık İkiz: Olgu Sunumu 
Parapagus dicephalus yapışık ikizler çoğul gebeliklerin nadir fakat ciddi komplikasyonlarıdır. Yapışık ikizlerin birçoğuna yaşayabilir büyüklüğe 
erişmeden tanı konulmaktadır. Biz miadına kadar erişmiş bir vakayı sunmak istiyoruz. Otuzbeş yaşında prenatal takibi olmayan gebe Van Doğumevi’ 
nde yapışık ikiz doğurmuştur. Fetusların toplam ağırlığı 4750 gramdır ve ciddi bir yaşam desteği sağlanmadan hayatta kalmışlardır. Yapışık ikizler 
prenatal tarama ve ultrasonla tespit edilebilmektedir. Bu olgu prenatal değerlendirmenin önemini desteklemektedir. 

Anahtar Sözcükler: Yapışık ikizler, Parapagus dicephalus, Prenatal tarama. 

Conjoined fetus is a rare but challenging congenital 
anomaly for physicians and families. This rare anomaly 
occurs in 1 in 50000 to 100000 pregnancies (1, 2). 
Many types of this anomaly are described according to 
side of union. Parapagus is the most common anomaly, 
occurring in 25% of conjoined cases (3). Routine 
ultrasound evaluation and other prenatal screening tests 
are very sensitive in the diagnosis of conjoined twins 
(CTs). Currently with the use of these techniques, CTs 
are generally diagnosed before reaching viability (4). 
We aim to describe a case that reached term. 

CASE REPORT 

A 35-year-old pregnant woman, gravida 8, parity 7, 
abortus 0 was evaluated in our emergency department 
with a chief complaint of abdominal pain. She was 
evaluated by a midwife first. It was noted that her 
cervix was dilated to seven centimeters and 80% 
effaced with vertex presentation and positive fetal heart 
beats. She had no prenatal follow up, and her previous 
pregnancies were uncomplicated. She did not have a 
family history of twinning. She was admitted to the 
hospital and observed by external fetal heart rate 

monitor. After  

25 minutes of observation, the midwife detected early 
deep decelerations in the fetal heart rate and notified 
the obstetrician. Since the fetus was in acute distress 
and the fetal head was posterior and asynclytic with 
frontal bossing, the patient was taken to the operating 
room for cesarean delivery under general anesthesia. 
CTs were delivered through a low segment uterine 
incision. The Apgar scores at 1, 5 and 10 minutes were 
8, 10, 10 respectively. Total weight of the newborns 
was 4750 g. The placenta was monochorionic and 
minimally enlarged. There was only one umbilical cord 
with three vessels and one umbilicus. 

During first evaluation, both of newborns were 
active and crying. There were two heads, three upper 
limbs and three lower limbs. The twins could move 
right and left side limbs and the medial arm and foot 
appeared to be non-functional. The external genitalia 
was not clearly identical (Figure 1, 2). X-ray images 
revealed that there was one heart and fused lungs 
(Figure 3, X-ray). After initial evaluation, the patient 
was transferred to a multidisciplinary hospital. 
According to information received from the hospital, 
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the twins could be feeding with nasogastric catheter. 
Surgery for separation was excluded because of 
visceral anatomy. 

 
Figure 1. Conjoined twins after delivery 

 
 Figure 2. Conjoined twins with one anal canal and ambigius genitalia 

 
 Figure 3. X-ray image of conjoined twins with enlarged single heart 

DISCUSSION 

Conjoined twinning is a severe and rare complication 
of multigestational pregnancies. The first scientific 
report was published in the 19th century (5). CTs are 
classified by side of union. The side of union is not 
only used for classification but can also be a prognostic 
factor. Although the etiology of conjoined pregnancy is 
not clear, some theories attempt to explain the 

pathogenesis. The most accepted etiology is incomplete 
division of embryos after conception (3, 6, 7). Some 
studies also suggest that secondary union of the 
embryonic disk may play a role. However, diamniotic 
CTs have been reported (8). The secondary fusion 
theory could explain diamniotic twinning (9, 10). 

CTs are classified according to side of union and 
can be a major prognostic factor. Ventral unions 
(87%), which can occur rostrally (48%), laterally 
(28%) and caudally (11%), are the most frequent form. 
Dorsal unions (13%) are rare (3, 11). Depending on the 
severity of visceral malformation, survival of CTs is 
extremely low (4, 12). With the wide spread use of 
prenatal screening these anomalies can be detected 
before viability. 

First trimester ultrasound screening is useful for 
early diagnosis of CTs. In our case, the patient did not 
have prenatal follow up. If two fetuses cannot be 
visualized clearly, conjoined twinning must be 
suspected.  Umbilical cord anomalies, fetal motion 
abnormalities and increased nuchal translucency are 
ultrasound findings which could be helpful in the 
diagnosis of CTs (13-15). Polyhydramnios is seen in 50 
to 76 % of cases. Pregnant women are recommended to 
have at least one ultrasound examination during 
pregnancy. 

Depending on the severity of visceral anomalies, 
most CT pregnancies do not reachterm. Although 
vaginal deliveries have been reported at term, cesarean 
section is the preferred for prevent fetal and maternal 
complications (16-18). 

After birth of live CTs, the most challenging 
period for the physicians starts. Most CTs live for 
minutes or hours. The fetal outcomes depend on 
visceral organs status. Fetal visceral anomalies can 
occur in many types. Immediate separation is a 
plausible option if appropriate resources are available. 
In our case, the twins were doing extremely well 
during the early postpartum period so the decision was 
made not to immediately separate them.  In most 
parapagus twins, visceral organs can be shared with 
twins after thorough preoperative evaluation. 

Cardiovascular anomalies are the most severe and 
life-threatening anomalies that CTs encounter. The 
type and severity of heart anomalies depends on the 
side of union. The reason for death is cardio-pulmonary 
insufficiency in most cases. Complex congenital heart 
disease, transposition of the great vessels, 
atrioventricular septal defects are the most common 
anomalies in dicephalus parapagus twins (19). 
Gastrointestinal system anomalies are another 
prognostic factor. Since there was no information 
regarding the gastrointestinal tract, the patient had an 
orogastric catheter placed for feeding. After insertion 
of catheters, x-ray images were used to confirm correct 
placement. X-ray images revealed that the catheters 
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were located in two individual stomachs (Figure 4). 
One patent anus was identified. The digestive systems 
therefore united after the stomach but the precise 
segment of union was not clear. These types of visceral 
organ sharing are the limiting factor of surgical repair. 

     
Figure 4. X-ray image after placement of orogastric catheters 

 

In most parapagus twins, there is a single but 
shared genitourinary tract (3). Conjoined twinning is 
more common in the female gender, and nearly 70% of 
all CTs are female (20, 21). In our case, we could not 
clearly identify the gender. 

Most CTs pregnancies do not result in live births, 
however viable CTs are possible if they are followed 
closely during the prenatal period. Management of 
living CTs is a complex issue for health professionals 
and the patient’s families. Perinatal and ethical 
outcomes must be discussed in a multidisciplinary 
setting. Early diagnosis of this anomaly is the main 
stay for prevention. Prenatal screening tests and routine 
ultrasound are recommended for all pregnant women. 
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